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and Nectrotizing Enterocolitis in Preterm
InfantsTo the Editor,
We would like to thank the authors of the Letter to the
Editor for their thoughtful questions and concerns about
the algorithm in our review titled ‘Gastric residual evalu-
ation in preterm neonates: a useful monitoring technique or
a hindrance?’ Because of the devastating nature of necro-
tizing enterocolitis (NEC), we agree that careful monitoring
of infants at risk for this disease is imperative. Feeding
intolerance in this population of infants is a common
occurrence that is often difficult to differentiate from the
early stages of NEC. Our feeding algorithm was developed
to provide guidance to clinicians when faced with the
dilemma of how to proceed with infants exhibiting signs of
feeding intolerance or potential NEC.
In our feeding algorithm, infants with an abnormal
abdominal assessment including distention, emesis,
discoloration, and/or tenderness but without abnormal
radiologic findings, are considered to have feeding intol-
erance, and it is recommended that they undergo gastric
residual evaluation. Although the routine assessment of
gastric residuals before every feeding may be unnecessary,
it is often used as a tool in determining further clinical
evaluation and management in those infants exhibiting
signs of feeding intolerance.
We proposed this feeding algorithm as a guideline to
assist in decisions regarding the management of infants
with signs of feeding intolerance and NEC. As with all
guidelines, individual clinical judgment remains an essen-
tial component of care. We fully support the use of such
judgment in infants exhibiting signs of feeding intolerance
and NEC, and agree that other aspects of the infant’s
clinical condition require careful monitoring as appro-
priate. As such, nonadherence to feeding algorithms or
guidelines may be appropriate.
To address the question regarding how to proceed with
an infant who exhibits abnormal abdominal characteristicshttp://dx.doi.org/10.1016/j.pedneo.2014.10.007
1875-9572/Copyright ª 2015, Taiwan Pediatric Association. Published bbut who does not have a gastric residual >50% or one that is
bilious or bloody, we again suggest that individual clinical
judgment is an imperative addition to any feeding algo-
rithm. We agree that large or abnormal gastric residuals
may not always be present in infants with NEC, and infants
who exhibit other concerning physical symptoms may
require additional monitoring and treatment. This has
never been an exact science.
There is inconclusive evidence that routine evaluation
of gastric residuals is necessary to diagnose and/or pre-
vent feeding intolerance and NEC. In addition, little
consensus exists regarding the amount or characteristics of
gastric residuals that should be considered abnormal.1e3
Murgas et al recently reported the results of a random-
ized clinical trial involving 61 very low birth weight pre-
mature infants that compared the amount of feeding at 2-
and 3-weeks of age, days to full feeds, growth and inci-
dence of parenteral nutrition associated liver disease,
NEC, and sepsis between infants who underwent routine
evaluation of gastric residual evaluation versus those who
did not. Although they found no statistically significant
differences between groups, infants who did not undergo
routine evaluation of gastric residual obtained full feed-
ings (150 mL/kg/d) 6 days early and had 6 fewer days of
central venous access.4 In addition, we are currently
enrolling participants in a larger randomized clinical trial
to determine both the risks and benefits of performing
routine gastric residual evaluation in very low birth weight
infants.
The authors of the letter also question the lack of in-
clusion of other laboratory values. We assume they mean
complete blood counts, platelets, and C-reactive proteins
as examples. These “biomarkers”, albeit commonly used,
have very poor predictive and diagnostic value for NEC,5
and hopefully better diagnostic tools will be available
soon.y Elsevier Taiwan LLC. All rights reserved.
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